Introduction
For many centuries child abuse has been known to occur, but only recently has severe physical trauma to young children been noted as an entity by the medical profession. Caffey (1946) first reported the unusual combination of recurrent subdural haematoma with fractures of the long bones, but he thought the picture could be accounted for on the basis of a metabolic abnormality. Silverman (1953) was the first to point out that both the subdural haematoma and the bony changes were the result of severe recurrent trauma. Adelson (1961) drew attention to the problem, and Kempe et al. (1962) coined the term "battered child syndrome" to describe these children. The emotive term "battered baby" is now in common use.
Ocular damage in battered children is not common, apart from transient retinal haemorrhages in cases of subdural haematomata, but a few more severe injuries have been described. Kiffney (1964) described a case of traumatic retinal detachment in a battered child and remarked that batteredchild syndrome should always be considered in the diagnosis of retinal detachment in infants. Gilkes and Mann (1967) drew attention to retinal haemorrhages following cerebral trauma in these cases, and Maroteaux et al. (1967) and Maroteaux and Lamy (1967) 
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Case 3 This boy was admitted to hospital at the age of 4 months with bilateral subdural haematomata. No definite history could be obtained. The child was looked after by a baby-minder during the day while the parents were at work. He had been irritable for two days and there is strong circumstancial evidence that he was deliberately kicked on the head by the baby-minder's husband in an attempt to quieten him.
On admission he was drowsy and had extensive bilateral retinal haemorrhages. Repeated subdural taps were performed and he made a complete recovery. Ophthalmic examination three months later showed normal healthy eyes and normal retinae with no scarring, but he had partial optic atrophy. His vision will be impaired.
Case 4
This boy was first seen at the age of 4 months because of blood in the stools. He had -bdominal bruising and was underweight. Though intussusception was considered, the diagnosis of trauma was thought most likely. He recovered and gained weight in hospital. Two months later he was seen elsewhere with a fractured tibia, supposedly having fallen over a sep at home. At the age of 9 months he was admitted in a drowsy state and found to have bilateral subdural haematomata. Ophthalmic examination showed bilateral subhyaloid haemorrhages. Subdural taps were performed and 150 ml of blood was evacuated. The mother was clearly afraid of the rather aggressive father (a merchant seaman) and the episode of trauma clearly corresponded with the father's return from sea. When tackled by the paediatrician about his attitude to the child the father became abusive and threatened the paedintrician. The child was taken to another hospital where he rapidly recovered and gained weight. The retinal haemorrhages completely absorbed in the right eye, but the left eye showed macular scarring. He had a left convergent squint and the vision in the left eye was likely to be very poor.
Cases 5-12
The clinical details of these eight cases are summarized in the 
Comment
It is not well recognized that permanent visual damage occurs in the battered-baby syndrome. Several of the cases described presented to an ophthalmologist on quite a different occasion, and at a different hospital, to that where they were seen by a paediatrician; thus the paediatrician in charge of the case was not aware that the child suffered any visual disability. Only by chance did I piece together the full history in the first two cases.
The series shows that severe and permanent ocular disease affects a substantial number of battered infants. Though retinal haemorrhages are common in the battered-baby syndrome they are minimal in most cases and undergo complete resolution. It is surprising that external damage to the eyes was not seen in this series, though it has been recorded in battered infants (Cameron et al., 1966) . The two cases in which the retina was detached are of special interest in that considerable force is required to cause direct damage to the retina of a child; in one case the social worker suspected that the child had been picked up by the feet and its head repeatedly hit against the door. In nine cases there was a fracture of the skull or subdural haematoma. The associated retinal haemorrhage in four of these cases broke through into the vitreous and subsequently organized, with resultant permanent scarring at the maculae. In three cases cerebral damage led to optic atrophy. Two are in homes for the blind.
The eye that had to be removed showed histological changes similar to those in Coats's disease, and trauma may be the cause of some cases of this puzzling condition (Mushin and Morgan, 1971) .
It is therefore evident that the diagnosis of battered-child syndrome must be considered in all cases of severe retinal disease and optic atrophy in childhood; and all infants suspected of being "battered babies" should be referred to an ophthalmologist for complete ocular examination, both at the time of injury and at follow-up.
Introduction
In spite of all technical advances over the past 20 years many patients still die from brain injury, while some-perhaps the most distressing category among those who survive-will remain purely vegetative beings. We are trying to establish criteria whereby an injury so severe as to lead to merely vegetative survival can be detected at an early stage. Modern methods of care allow such a patient to continue his "posthumous" (Keats, 1948) existence indefinitely, and it is increasingly evident that the difference in outcome (early death, long vegetative survival, or recovery) lies more with the injury than with failure of treatment immediately after the injury. It is out contention that heroic measures are unnecessary if prognosis can be made so certain that injuries leading to early death or vegetative survival can be accurately distinguished from injuries giving a hope of recovery as a social human being.
The death of a patient with brain injury can be predicted days in advance by means of recording the intraventricular pressure (Lundberg et al., 1965; Troupp, 1965 Troupp, , 1967 Johnston et al., 1970; Richardson et al., 1970) . A large series has been
